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Abstract
Introduction: Responsible governance is crucial to national development and a catalyst for achieving the
Millennium Development Goals. To date, governance seems to have been a neglected issue in the field of human
resources for health (HRH), which could be an important reason why HRH policy formulation and implementation
is often poor. This article aims to describe how governance issues have influenced HRH policy development and to
identify governance strategies that have been used, successfully or not, to improve HRH policy implementation in
low- and middle-income countries (LMIC).
Methods: We performed a descriptive literature review of HRH case studies which describe or evaluate a
governance-related intervention at country or district level in LMIC. In order to systematically address the term
‘governance’ a framework was developed and governance aspects were regrouped into four dimensions:
‘performance’, ‘equity and equality’, ‘partnership and participation’ and ‘oversight’.
Results and discussion: In total 16 case studies were included in the review and most of the selected studies covered
several governance dimensions. The dimension ‘performance’ covered several elements at the core of governance of
HRH, decentralization being particularly prominent. Although improved equity and/or equality was, in a number of
interventions, a goal, inclusiveness in policy development and fairness and transparency in policy implementation did
often not seem adequate to guarantee the corresponding desirable health workforce scenario. Forms of partnership
and participation described in the case studies are numerous and offer different lessons. Strikingly, in none of the
articles was ‘partnerships’ a core focus. A common theme in the dimension of ‘oversight’ is local-level corruption,
affecting, amongst other things, accountability and local-level trust in governance, and its cultural guises. Experiences
with accountability mechanisms for HRH policy development and implementation were lacking.
Conclusion: This review shows that the term ‘governance’ is neither prominent nor frequent in recent HRH
literature. It provides initial lessons regarding the influence of governance on HRH policy development and
implementation. The review also shows that the evidence base needs to be improved in this field in order to
better understand how governance influences HRH policy development and implementation. Tentative lessons are
discussed, based on the case studies.
Introduction
Responsible governance is crucial to national develop-
ment and a catalyst for achieving the Millennium Devel-
opment Goals [1]. Poor governance, exemplified by poor
accountability and transparency, corruption and limited
engagement of communities in health, contributes to
ineffective health systems [2]. Since the early 1990s, sev-
eral institutions have defined governance at state level
(United Nations Development Programme (UNDP), the
World Bank, Department for International Development
(DFID) and International Monetary Fund (IMF), among
others) so as to address challenges in development [3].
For health, this term has been operationalized since
2000, by World Health Organisation [4], Pan American
Health Organization (PAHO) [5], and Brinkerhoff and
Bossert [2], among others. A single definition does not
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with seemingly different foci. Most notable is that gov-
ernance in the health sector emphasizes management
issues, such as the development of structures for effi-
cient service delivery, as illustrated by PAHO’s formula-
tion of essential public health functions [5] and WHO’s
introduction of ‘stewardship’ [4]. Less explicit attention
seems to be paid to power and interest of stakeholders,
in other words, the political aspects of governance.
A definition of governance which includes this politi-
cal dimension is provided by Brinkerhoff and Bossert
[2]: “Governance is about the rules that distribute roles
and responsibilities among government, providers and
beneficiaries and that shape the interactions among
them. Governance encompasses authority, power, and
decision making in the institutional arenas of civil
society, politics, policy, and public administration”.
Whilst governance in health systems has been receiv-
ing increased attention [2], to date, governance seems a
neglected issue in the field of human resources for
health (HRH). This could be an important reason why
HRH policy formulation and implementation is often
poor. Despite the existence of HRH plans in 45 of the
57 HRH crisis countries [6], in practice HRH policies
often do not seem to fit with the local situation, do not
respond to health workers’ or consumer needs, or are
not well implemented [7]. Anecdotal evidence on poor
accountability, corruption and limited involvement of
communities in HRH policy development and imple-
mentation are present. Examples of governance issues in
HRH have been described in the literature, such as
health workers referring patients to their own private
clinic [8], task shifting not being regulated [7], and glo-
bal health initiatives causing health workers to neglect
their tasks for the benefit of the global health initiative
(GHI) programs [9].
Apart from poor governance, additional reasons
underlying poor HRH policy formulation and implemen-
tation include ineffective management strategies and
poor management competencies. Management issues
have been more often addressed in the HRH literature
(e.g. by Fritzen [10] and Buchan [11], among others) but
governance is mostly not addressed or not addressed
comprehensively. This could in part be due to a more
general common tendency to conflate ‘management’ and
‘governance’ which are, in fact, very different terms,
albeit often closely related. Limited understanding of the
relation between success or failure of HRH plans and
governance-related issues thus represents an important
gap in HRH knowledge, and therefore an opportunity to
effectively address poor policy formulation and imple-
mentation is missed.
This article describes and analyses published case stu-
dies on governance issues impacting on HRH policy
implementation at country or district level in low- and
middle-income countries (LMIC), with the intention to
provide some insights into governance issues in the area
of HRH and to put governance more centrally on the
HRH agenda. It aims to describe how governance issues
have influenced HRH policy development and to iden-
tify governance strategies that have been used, success-
fully or not, to improve HRH policy implementation in
LMIC countries. To our knowledge, no such review of
human resources for health and governance has yet
been undertaken.
Methods
This is a descriptive literature review, using published
case studies which describe or evaluate a governance-
related intervention at country or district level in low-
a n dm i d d l ei n c o m ec o u n t r i e s( L M I C ) .W ep u r p o s e l y
searched and analysed case studies, as we intended to
illustrate, with country examples, the positive and nega-
tive influences governance can have on HRH policy for-
mulation and implementation, while at the same time
keeping the focus on national governance, as opposed to
international or clinical (facility level) governance.
Although many common aspects appear among different
definitions and frameworks for governance in health,
these are often described using a variety of terms [12].
In order to address the term ‘governance’ more systema-
tically, and to allow a simple overview, we use the gov-
ernance aforementioned definition of Brinkerhof and
Bossert [2] as a basis.
In addition, we regrouped the different governance
aspects into four dimensions: ‘performance’, ‘equity and
equality’, ‘partnership and participation’ and ‘oversight’
[13], by combining the contents of definitions and fra-
meworks, notably the assessment framework for health
systems governance [1], but also including definitions of
WHO [4], PAHO[5], World Bank [14] and United
Nations Development Programme (UNDP) [15]. An
overview of the main elements of these definitions and
frameworks is provided in Additional file 1. Each dimen-
sion has been defined as follows:
Performance
Efficiency/effectiveness of HRH policies and plans:
demonstrating the political will and commitment to for-
mulate and implement evidence- and needs-based HRH,
and to allocate resources (including financial); showing
leadership; assuring a high-quality plan and monitoring
and evaluation of its implementation
Equity and equality
Equity and equality in HRH policy formulation, and
implementation or inclusiveness of policy; addressing
community needs as well as health workers needs.
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Partnerships and participation: being able to effectively
work together and having a level-playing field in which
groups with different interests and different roles have
a no p p o r t u n i t yt op a r t i c i p a t e ,t ob r i n gf o r w a r dt h e i r
position and negotiate regarding HRH policies.
Oversight
Oversight: accountability and rule of law. Accountability
is about assuring that those who are responsible for
designing and implementing HRH policies are held
accountable for their performance. ‘Rule of law’ refers
to, among other things, penalising corruption; addres-
sing fair implementation of and adherence to labour law
and civil service regulations on rights and obligations of
the workforce; fair implementation of and adherence to
accreditation and licensing; regulatory frameworks; and
complaints and arbitration mechanisms.
Table 1 provides an overview of how the different
components described in articles on governance in the
field of HRH were regrouped according to these four
dimensions (’performance’, ‘equity and equality’, ‘part-
nership and participation’ and ‘oversight’).
Search strategy
Published case studies were searched for using the fol-
lowing criteria: articles published in English and in peer
reviewed journals published from 2006 to January 2010.
We used the year 2006 as a starting point because it was
the year the World Health Report on the health work
force crisis was published. We assumed that this would
have been a starting point for (more) attention in the lit-
erature on HRH issues, including HRH and governance.
We included case studies of:
- interventions at LMIC country-level or district
level aimed at improving and/or analysing govern-
ance aspects of HRH; and/or
- assessment of the effects of global governance on
the country-level HRH situation.
We excluded articles not published in English, articles on
generic HRH assessments, situational analyses of HRH and
articles on clinical governance, as literature on clinical
governance is mostly focused on facility-level interventions.
We combined various synonymic terms for ‘human
resources for health’ and terms related to governance as
determined by the aforementioned major governance
frameworks and evaluations published in recent years
[1,4,5,14,15]. We specifically searched for studies which
used a case study approach. This resulted in the follow-
ing key search terms:
Generic terms for human resources for health
Health human resources, health personnel, health staff,
health workers, health workforce, HRH, human
resources in health, human resources for health.
Terms related to governance
Accountability, accountable, accreditation, administra-
tion, professional associations, civil society, corruption,
decentralization, decentralized, decentralize, governance,
government, leadership, legislation, licensing, policy ana-
lysis, policy implementation, political economy, regula-
tion, stewardship, transparency.
Databases consulted
In searching for the country/district-level case studies,
we consulted Scopus, PubMed and Embase: three data-
bases which include a vast amount of journals that
cover health systems, HRH and governance in LMIC.
Data processing and analysis
The authors of this article constituted the research
team, and were assisted by a librarian to search for
abstracts. The initial search for articles was done by the
librarian; all abstracts were screened by two researchers.
Full text of the articles that met the inclusion criteria
were read and analysed by two researchers, indepen-
dently from each other. For data analysis we developed
an analytical framework that was tested by jointly ana-
lysing one article. The analytical framework included a
description of the context, the intervention and results
and a description on governance dimensions, based on
the governance dimensions presented in this article.
Each article was discussed by the two researchers and
Table 1 The four dimensions of governance and
corresponding components
Performance Efficiency and effectiveness, capacity to
implement
Ethics and respect (incl. for citizens)
Intelligence, information, evidence, m&e
Policy objectives vs. Organizational structure
capacity to implement, decentralization
Strategic vision, leadership, direction, decision-
making process
Equity and equality Fairness, equity, inclusiveness responsiveness
Partnerships and
participation
Consensus orientation, coalition, partnership
Legitimacy, voice, participation
Oversight Accountability
Regulation
Rule of law, enforcement (incl. corruption
control)
Transparency
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was asked to read and analyse the article.
Results
In total, sixteen case studies were included in the review
and Figure 1 summarizes the search results.
Additional file 2 gives an overview of these studies. Most
of the case studies relating to HRH and governance in
English come from Africa (6) and Asia (8). While the
lower proportion from Latin America (2) and the transi-
tional economies in Europe (0) could be explained by our
literature search concentrating on papers written in
English, the same is probably not the case for the lack of
studies from Australasia/South Pacific. In the English
language, at least, there is a serious gap in the literature
from such countries. When looking at the affiliation of the
authors, the overwhelming majority of lead authors of the
sixteen selected case studies were from northern institutes,
with only three being written by lead authors who were
members of national research institutions of the country
concerned (Liu, China [16]; George [17], India; and Burns
[18], South Africa). Another seven were written by inter-
national organizations, non-governmental organizations
(NGO) and international donors. A similar number (6)
represented authors from foreign research institutions.
The following section reports on the results of the lit-
erature review regarding the influence of the different
dimensions of governance on the respective HRH situa-
tion or on HRH policy development. As most of the
selected studies covered several governance dimensions,
articles are cited under several governance dimensions
so as to illustrate and give examples.
Performance
Decision making
No case studies describe how decision making for HRH
policy development takes place. A number of cases show
that a lack of participation in decision making can ham-
per successful implementation, for instance unions, did
not participate in designing hospital reforms–including
reforms in HRH policies for hospital workers –in Costa
Rica. This might have contributed to their resistance to
change [19].
Evidence-based policy formulation
Two case studies discuss intelligence, information and/or
evidence pertaining to HRH [20,21]. The case study on
decentralization (and also recentralization) of HRH respon-
sibilities in Indonesia found that monitoring of stocks and
flows of health workers worsened, and that HRH informa-
tion suffered, following decentralization [20]. In Laos, aid
effectiveness efforts included new structures to share analy-
sis of staffing quota systems–resulting in a joint HRH situa-
tional analysis–and arrangements for the government to
develop a new HRM database, supported by UNICEF [21].
Strategic vision, leadership and direction
Eleven case studies addressed leadership, vision and
strategic direction [9,16-18,21-27].
Examples of the importance of leadership and having a
vision are provided from a variety of situations: post-
apartheid government vision of a fairer South Africa was
behind the motivations for the development and imple-
mentation of the Mental Health Care Act 2002 [18]; and
the bold leadership of two major stakeholders was
enough to foster major change in direction and donor
collaboration, including resource allocation, in Malawi
[25]. In Botswana, presidential-level commitment greatly
facilitated the creation of the public-private mechanisms
to increase access to HRH in HIV/AIDS[23]. In Afghani-
stan, a similar endorsement of the initiative to develop a
new accreditation system for midwifery education by the
government and Ministry of Public Health–by ceding
regulatory authority to the accreditation board–most
likely helped in expediting the programme [26]. In Nepal,
the politics of conflict resulted in the decision by the lea-
dership to ban health workers from treating rebels
(referred to as ‘terrorists’), which caused 20 000 people to
forfeit health care [22]; and the Zambian case study on
HRH implications of Global Health Initiatives (GHI)
demonstrates how leadership in HRH policy is compro-
mised by the resultant dependency on external actors [9].
Teela et al. [27], 2009 show that, in Myanmar, commu-
nity leadership was created in maternal health care. The
program also created a sense of leadership among the
health workers themselves, who felt they were more than
ϭŶŽƚ>D/
ϯϮŶŽƚƉƌŝŵĂƌǇƌĞƐĞĂƌĐŚ
ϭϱŶŽƚĐĂƐĞƐƚƵĚŝĞƐĂƚ
ĐŽƵŶƚƌǇŽƌĚŝƐƚƌŝĐƚůĞǀĞů
ϮϯϯĂƌƚŝĐůĞƐŶŽƚĨŝƚƚŝŶŐ
ĐƌŝƚĞƌŝĂĂĐĐŽƌĚŝŶŐƚŽ
ĂďƐƚƌĂĐƚ͘

ϭϲ>D/ĂƐĞƐƚƵĚŝĞƐ
ƌĞƚƌŝĞǀĞĚĨŽƌĨƵůůƚĞǆƚ

ϲϰĂƌƚŝĐůĞĂďƐƚƌĂĐƚƐĨŽůůŽǁŝŶŐ
ŵĂŶƵĂůƌĞǀŝĞǁ͕ĂĐĐŽƌĚŝŶŐƚŽ
ĐƌŝƚĞƌŝĂ

ϮϵϳĂƌƚŝĐůĞƚŝƚůĞƐŐĞŶĞƌĂƚĞĚ
ĂĐĐŽƌĚŝŶŐƚŽƐĞĂƌĐŚƚĞƌŵƐ
Figure 1 Literature search: selection of primary studies on HRH
governance in LMIC.
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communities.
Munga et al. describe decentralization of HRH recruit-
ment, which created an opportunity for an HRH plan-
ning that was more responsive to local needs. However,
a major stumbling block was that the lack of power of
district level authorities restricted them from exercising
leadership in their management of HR and in disputes
with an over-controlling central authority [24]
Reforms and decentralization
Five articles had decentralisation as a primary focus
[16,18,19,24,28]. Other articles also provided lessons for
decentralisation.
In post-conflict Guatemala, moving services and
responsibilities closer to the communities was seen by
local people as the government showing interest in their
needs. This enhanced trust in the government and its
services and was followed by signs of improved health
indicators and immunisation coverage in the corre-
sponding communities [28]. In Tanzania, it was found
that decentralisation increased flexibility in planning and
ownership of local services and this is likely to have
increased retention of health workers [24].
Despite the intention, among other objectives, to improve
HRH management through decentralization, there were
several experiences of decentralization that impacted nega-
tively on the health workforce. For example, decentraliza-
tion of the health system and creation of new policies that
integrate increased responsibilities for care at the primary
level may increase the workload of local-level health work-
ers, especially when not coupled with a revised staffing plan
at that level, as shown in Costa Rica, Guatemala and South
Africa [18,19,28]. Typically, in such cases the administrative
burden is also augmented, leaving less time and human
resources for actual care or treatment work [18]. Studies
from China and South Africa point out under-preparation
of staff, managers and administrators at the decentralized
level and claim that many health workers received little or
no communication from the central authorities on the nat-
ure of the new policy and how it was to be dealt with at a
local level [16,18]. In China, decentralization of the health
sector to improve HRH management resulted in a distinct
risk of nepotism at the lower level [16].
The lack of clarity that often arises in implementation
of decentralization creates mismatches such as transfer
of roles and responsibilities without a similar transfer of
adequate resources. Accountability becomes unclear and
transparency can be lacking, with problems of patronage
occurring at decentralized levels as well.
Equity and equality
Equity and equality was addressed in five articles,
albeit not directly as a core focus of the studies
[16,17,20,24,28].
Maupin [28] reports that outsourcing of care provision
to NGOs at the local level in Guatemala showed there
were early indications that equity improved, although
the planning had not adequately taken into account
local HRH realities and perceptions, thus not optimising
the opportunities to improve access to care by including
local non-governmental organization (NGOs) in service
provision.
Three case studies demonstrate the relationship
between HRH and equity and equality in access to care
through decentralization: those from Indonesia, China
and Tanzania [16,20,24]. In Tanzania, it was found that
decentralized recruitment can provide a planning pro-
cess that is more responsive to local health service
needs, contributing to reducing inequalities and inequi-
ties in service provision. However, increased bureaucracy
in practice and numerous conflicts between local and
central authorities–with the autonomy of the former
often being over-ridden by the latter in recruitment pro-
cedures–have resulted in the chances of successful
recruitment, distribution and retention of health workers
being compromised. Decentralization actually exacer-
bated distribution imbalances between areas in Tanzania
rather than improving them [24].
In China, local managers were not prepared to deal
with management of human resources in the health sec-
tor [16]. This resulted in inappropriate human resource
(HR) management at local level, causing decentralization
to negatively impact on service provision, including
inequity of service provision. Furthermore, the depth
and nature of decentralization was unclear, and there
were financial and managerial tensions related to incen-
tive systems and corruption/nepotism.
H e y w o o de ta l .d e m o n s t r a t et h a ti nI n d o n e s i a ,t h e
HRH situation has moved from centralization and com-
pulsory service in disadvantaged areas, to decentraliza-
tion with districts being more involved in HRH
management, to re centralization of contracts. In the
process, the removal of compulsory service in disadvan-
taged areas–and a lack of clarity and information on pri-
vate practice–have led to many graduates moving to the
private sector, without having to register. They are thus
lost to the system, many setting up clinics in urban
areas. As a result, there are fears that quality and use of
health services by the most disadvantaged people will
suffer, exacerbating existing inequities [20].
One case study touches on the dimension of equity
and equality at health worker level. George [17] reports
on perspectives of government health administrators
and health workers in the district of Koppal, India, on
accountability mechanisms within the health depart-
ment. Health workers and administrators have to deal
with corruption, favouritism, nepotism and bias result-
ing from informal management systems. The study
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culture can raise challenges in dealing with inequity and
equality among health workers [17].
Partnership and participation
In the 16 selected articles, partnership and participation
is rarely the primary focus and yet it plays an important
secondary role in most [9,17-23,25-29]. The types of
partnership described in the case studies and whether
they contribute positively–or negatively–to improved
health and HRH outcomes is explored below.
Partnerships between governments and development
partners
Three case studies describe how HRH policy develop-
ment is influenced by the relationship between govern-
ments and development partners/funding agencies. Two
report on positive experiences with donor-government
coordination [21,25]. Dodd [21] describes how, in Laos,
harmonization of donors’ and governments’ priorities
led to more coherent support from donors, which in
turn provided an incentive to governments to develop
HRH policies that donors could support. Donor coordi-
nation in Malawi was possible because of the commit-
ment of two lead donors (DFID and United States
Agency for International Development (USAID)) [25].
A lead donor was necessary to convince other donors to
pay salary top ups, because donors had for so long
signalled that they could not help address pay.
A more negative experience was described in a case study
in Zambia [9], where a global health initiative (GHI) funded
extra activities to increase access to AIDS treatment, with-
out budgeting for more staff. This resulted in a significant
increase in workload of health workers and administrators,
since there was a lack of new staff brought in. Furthermore,
staff members were recruited from their public service
positions into the GHI organizations themselves. In terms
of partnership, the relationship between the national system
and donors became one of dependency.
Partnership and participation in fragile states
Three case studies highlight participation in conflict
areas [22,27,29]. Civil war, by definition, segregates, and
this is exacerbated in examples such as the government
banning of treating Maoist rebel forces, which resulted
in deterring tens of thousands of Nepalese from seeking
medical treatment [22]. One of the main recommenda-
tions concerns proposals for partnership following the
conflict: retraining and mobilizing Maoist health work-
e r sf o l l o w i n gt h ec o n f l i c tw o u l dn o to n l yh e l pt ob o o s t
health coverage, but would serve as an olive branch for
conflict transformation and peace building, bringing
both sides together [22]. Teela et al. [27] present a
picture where participation, voice and legitimacy were
key to a programme’s development and success in con-
flict situations, as formal care provision was often not
functioning. By creating an environment of mutual trust
between the communities and other actors involved
(often development partners and/or funding agencies)
success was feasible, despite the wider instability in the
region. A community-based approach created a sense of
community ownership and inclusiveness. In terms of a
participative process, community meetings and commu-
nication were considered vital prior to implementation.
Such meetings were also an opportunity for stakeholders
to engage with the population and demonstrate their
competence, equally fundamental to achieving commu-
nity trust and promoting increased access [27]. Lee et al.
[29] describe how community partnership with a local
ethnic health department demonstrated that village
health workers are capable of successfully implementing
malaria control interventions among internally displaced
persons in a diverse, community-run team.
Partnerships with the private sector
The health workforce available to provide services can be
increased by engaging the private sector. This was
described in two case studies. Dreesch et al. [23] showed
that in Botswana comprehensive partnerships across the
board greatly improved the effectiveness of service deliv-
ery. Partnerships with the private sector, and the mechan-
isms that allow it, were key, maximizing use of the
available human resources for health in the country for
the treatment of and attention to HIV/AIDS. In Tanzania,
there is a potential of a similar private sector partnership
in contributing to the MDG target of increasing skilled
attendance at delivery by allowing ‘retired’ midwifery
workforce in Tanzania to open private practices in rural
areas [30].
In Guatemala, outsourcing to local NGO’sd i dn o t
always work out, as many of the commissioned NGOs
were soon acting as administrators of care rather than
direct implementers. Furthermore, some of the most
qualified NGOs decided not to take on the outsourced
role in the interest of retaining their autonomy, and
other NGOs with no or little experience in delivering
health care took up the contract resulting in inefficient
parallel systems of care [28].
Participation of health worker associations and unions
I nC o s t aR i c at h ei m p a c to fh o s p i t a lm a n a g e m e n t
reforms on absenteeism, the sick-leave policy and the
design of management contracts was not as positive as
expected, and the authors mention that the current
management reforms met union resistance. They hint
that this may also have been a reason for their relative
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the importance of involving and reaching an agreement
with the unions first [19].
Oversight
Six case studies discussed matters relating to the govern-
ance dimension of ‘Oversight’.Ac o m m o nt h e m ea n d
concern within the literature regards the challenges of
political interference at the local level, related to imple-
mentation of decentralization, internal accountability
mechanisms, aid effectiveness and service delivery in con-
flict settings [16,17,21,22,24]. In none of the studies were
interventions to deal with these interferences discussed.
Four case studies described matters relating to regu-
lation [21,24,27,29]. Dodd et al. [21] showed that in
Laos, efforts to improve aid effectiveness for HRH led
to improved accountability both from a point of view
of the donor and that of the government. However,
there was a certain amount of resistance in the form
of a lack of commitment from certain civil service
administrators, for whom the proposed new system
would result in personal loss. Despite this resistance,
the aid effectiveness agenda improved governance for
HRH and it was furthermore used as a starting plat-
form for reformed workforce planning, regulation and
financial management.
The study in Koppal district in India describes how
corruption facilitates the circumvention of accountability
systems[17]. It describes how supervision and disciplinary
action are rarely implemented in a straightforward man-
ner in this particular district, and incentives to follow the
rules (or actions) that were agreed upon are weaker than
personal incentives. In this case, accountability is found
by the authors to be best characterized as a nuanced
social process, where power relations are negotiated by
multiple actors with both positive and negative effects for
HRH. Informal relations can distort regulatory systems,
a n di nl o c a ls e t t i n g sw h e r et h e r ei sat e n d e n c yf o rc o r -
ruption, they can even be described as sustaining the
(local) health system [16,17]. Accountability is about hav-
ing the right checks and balances put into place [16].
Dodd et al. postulate that if financial regulations were
made more flexible at the local level, health managers at
that level would be then more empowered to innovate
tailor-made incentives to attract health workers [21].
Oversight during conflict
Two cases addressed oversight in conflict-affected eastern
Myanmar [27,29]. These cases showed that when a popu-
lation is isolated, cut off, displaced or neglected, a commu-
nity oversight mechanism can be established and can
function if a seed pool of resources is present (i.e. a critical
initial number of educated staff). Regulatory mechanisms
evolved in parallel with inbuilt monitoring and evaluation
f e e d b a c kl o o p s .T h u s ,a ss u c c e s s e sa n df a i l u r e sb e c a m e
more apparent, adjustments in training and delegated
responsibilities to community health workers and mater-
nal health workers were adapted in a continuing quest for
improved care and expanded access. Devkota et al. [22]
showed that in Nepal, during a full-blown conflict, politi-
cal interference, instability, favouritism and other con-
cerns–i.e. a lack of unified rule of law–resulted in health
workers being siezed by rebels, medicines and equipment
being stolen and false reports being made.
Discussion
This review shows that the term ‘governance’ is neither
prominent nor frequent in recent HRH literature, and
that governance aspects deserve specific attention in
HRH policy formulation and implementation. In this
article, we have attempted to address a new area for the
HRH field in a comprehensive way, and to show that a
lot of work–in terms of conceptualization, evidence
building and documentation of successful strategies to
improve governance–still needs to be done. The selected
case studies are dedicated to aspects related to or falling
under the concept of governance; not however, to gov-
ernance and HRH as a whole. Moreover, while there is
much to say about each case, drawing conclusions on
how each element of governance effects HRH policy
development is not possible, due a lack of evidence.
Despite these limitations, the group of case studies as a
whole allow us to conclude that there are clear indica-
tions that governance issues have an impact on HRH
policy development and implementation, and on HRH
performance, contributing to efficiency and effectiveness
of health services delivered by health personnel.
The case studies allow us to draw a number of les-
sons, these are presented below.
Performance
The governance dimension of performance covers several
elements that could be considered at the origin and at the
core of governance of HRH, e.g. efficiency, effectiveness,
ethics, vision, leadership, information, evidence and capa-
city to implement, with decentralization being a particu-
larly prominent issue. However, in the case studies, the
decision-making processes are most of the time not clearly
described. A lack of insight on how decision-making takes
place and who is involved hampers understanding of the
reasons why certain HRH policies are selected (and others
not); and why certain policies are successfully implemen-
ted (and others not). Political economy studies can provide
useful insights, but these are uncommon in the field of
HRH. Moreover, the case studies rarely explain what (if
any) evidence was used to develop plans and to formulate
policies, and how financial resources were mobilized and
allocated. This is extremely important, as a recent review
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ing HRH plans included a budget for implementation,
only 42% had mentioned appropriate investment of the
national government or plans to increase investment for
implementation of HRH plans [6].
The case studies demonstrate efforts to expand and
diversify the current HRH base using creative structures
and innovative approaches. Examples of new approaches
to expand the HRH base are developing new cadres such
as context-specific community level cadres or new lower
cadres or redeploying retired health workers, such as mid-
wives. Other approaches to expanding the HRH base are
private sector integration, contracting/outsourcing to
NGOs, or–in post-conflict situations–incorporating for-
mer rebels. In examining these and other potential solu-
t i o n sm o r ec l o s e l y ,w es h o u l ds i m u l t a n e o u s l yd e t e r m i n e
what governance aspects are important for these innova-
tions to most successfully become part of the system. The
case studies show the importance of leadership in success-
ful governance, and this includes the careful and clear
delegation and devolution of leadership during decentrali-
zation or other health sector reforms.
Equity and equality
The articles show that although improved equity and/or
equality was, in a number of interventions, a goal
(mostly as an eventual objective or implicit in the values
underlying policies and in the language used to articu-
late them), inclusiveness in policy development, and fair-
ness and transparency in policy implementation, were
often not adequate to guarantee the corresponding
desired health workforce scenario (i.e. one that expresses
and embodies the values of equity and equality to the
extent intended prior to implementation). In several
cases, a lack of clarity in roles and responsibilities
between different levels, or in preparation of decentrali-
zation of functions, hampered the attainment of
increased equity. Other reasons for failure were cumber-
some bureaucracy, loss of staff to other sectors, the
blurring of lines between informal and professional rela-
tions, the inadequacy of NGO adoption of certain public
responsibilities, and corruption. Although it could be
argued that matters pertaining to equity and equality lie
behind much of governance and its intentions, in the
case studies we reviewed it seems rarely explicitly aimed
for in policies, nor discussed in the articles.
Participation and partnerships
Forms of partnership and participation described in the
case studies are numerous and offer different lessons.
Partnerships and participation are important for assur-
ing broad ownership of HRH policies and plans, and
they are addressed in all articles. What is striking,
though, is that in none of the articles was partnership
the core focus; and also that no examples were identi-
fied regarding community partnerships in HRH policy
development, nor implementation in stable states.
Overall, there appears to have been a shift in the way in
which the decision to partner and collaborate with other
actors is taken. More traditionally, it is the government
that is looked to, to set up governance structures. How-
ever, with the advent of NGOs and a new aid architec-
ture, more power and leadership is shifted to other
partners, and this influences the types of partnerships,
their composition and their own respective policies. Part-
nerships with development partners through harmoniza-
tion and aid effectiveness efforts can lay new ground and
trust for boosting efficiency and performance, and they
can also stimulate improved collaboration between gov-
ernment sectors. On the other hand, programs separately
funded by global health initiatives (GHI) may enhance
treatment capacity in the short term, but one case study
showed that there might be a risk of unsustainability and
dependency upon GHI funds. Partnership with the pri-
vate sector seems to hold promise for maximizing staff
availability and access to care by creating innovative ser-
vice delivery methods, and it would be useful to have
more learning on this, also from other sectors. Addition-
ally, it is recommended to include unions, from incep-
tion, in plans to reform policy, so as to avoid resistance
from professional groups during implementation.
In the case studies describing fragile states, commu-
nity partnerships and involvement in policy design and
implementation appear especially important, where
agreement at the community level seems to create a
solid basis for bottom-up state recovery. A lesson from
these articles was that gaining the trust of the commu-
nity and health workers involved is key to supply meet-
ing demand [22,26-29]. The cases also show that
immediately after conflict, there are opportunities for
real change in governance and systems.
Oversight
Six case studies provide experiences with aspects
included in the dimension ‘oversight’. At the same time,
this overview demonstrates the dearth of information
that has been published under the dimension ‘oversight’,
and particularly the lessons learned. A common theme in
the HRH literature falling under the domain of oversight
is that of local-level corruption, affecting, amongst other
things, accountability and local-level trust in governance,
and its cultural guises. It is commonly cited that as one
approaches the local level, the separation between profes-
sional, informal, cultural and corrupt practices and con-
texts becomes blurred. Experiences with accountability
mechanisms for HRH policy development and imple-
mentation were lacking in the case studies as well, and
more documentation is required on this area. Another
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the oversight dimension is the domain of regulation, in
particular regulation of the profession. The role of pro-
fessional councils is important in this area, and deserves
(more) attention in research, and in documentation of
their experiences in regulating health cadres.
Use of framework
The framework that was used to describe and group dif-
ferent aspects of governance was a useful start to assist
in drawing common lessons across the case studies for
each dimension. The framework assisted in disentan-
gling the broad concept of governance and helped in
identifying what governance dimensions are addressed
and to what extent. For instance, by regrouping the case
studies according to the different dimensions, it became
clear that little explicit attention was paid to account-
ability and to equity and equality. At the same time,
regrouping demonstrated how broad and complex the
term ‘governance’ really is. Perhaps unwittingly, most
articles do not explicitly define the terms that they use
to address the various governance dimensions.
Whilst this allows us to use various examples from the
same article to illustrate observations on different
dimensions of governance, at the same time it was
sometimes difficult to judge which governance dimen-
sion within a particular intervention or situation had
had the most significant effect or was the most impor-
tant aspect. It also proved difficult to avoid repetition, as
an example could be interpreted in different ways, e.g.
covering partnership, but also covering accountability
(e.g. Dodd et al. [21] or Devkota et al. [22]).
Overall, decentralization seems to dominate the litera-
ture on HRH and governance. In the framework, we
placed it under the dimension of ‘performance’,b u ti n
reality it cuts across and includes partnerships, oversight
and equity/equality. The dimension of ‘equity and equal-
ity’ is another dimension that could be debated, as it can
also be seen as a result of improved partnerships, per-
formance and oversight. This framework would need to
be further tested so as to allow adaptation and refine-
ment, and to allow for drawing lessons across interven-
tions. At the same time, this paper is a plea to authors
to make explicit and to define governance concepts that
are used in HRH interventions and studies, and to
develop a common governance vocabulary.
Conclusion
This review provides initial lessons regarding the influ-
ence of governance on HRH policy development and
implementation. It also shows that more information is
required to assist in improving the evidence base in this
field, therefore increasing the understanding of how the
different governance dimensions influence HRH policy
development and implementation. In fact, governance to
improve HRH must be viewed as inseparable from the
wider health system and state governance within which it
is integrated. It is likely that, at country level, important
lessons can be drawn from experiences with the different
governance dimensions at health system or state level.
As expressed in the respective sections above, this
review also shows the need to increase research on the
influence of the four governance dimensions on HRH,
as a number of questions remain to be answered. From
the results presented in this article, further research
questions could be formulated. Examples, by dimension,
are:
Performance
￿ How does decision making in HRH take place?
￿ How can political interference be dealt with?
￿ What experience from other countries can be used
as a basis for intervention development in expanding
the human resource base?
Equity/equality
￿ Are needs of vulnerable groups taken into considera-
tion when HRH strategies are formulated?
￿ What are mechanisms to improve equity and equal-
ity among health workers?
Partnerships and participation
￿ Which partnerships and what level of participation are
important to influence change?
￿ How have partnerships influenced HRH policy mak-
ing and implementation?
Oversight
￿ What experiences exist regarding accountability
mechanisms at national level, at community and at dis-
trict level?
￿ How can regulation facilitate access to services?
These questions will have context-specific answers, and
therefore case studies at country level could go a long
way in clarifying how the concept of governance for
HRH has been operationalized in different contexts and
what efforts have been put in place for improvement.
Additional material
Additional file 1: Governance: overview of main elements of
definitions and frameworks.
Additional file 2: Selected case studies.
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